Inflammatory fibroid polyp (IFP) is an uncommon benign tumor and a proliferative disease localized to the submucosal area of the gastrointestinal tract. IFP has been detected more frequently with the increasing use of endoscopy. Histologically, gastric IFP is mostly limited to the submucosa, rarely invading the muscle layer. However, we experienced a case of gastric IFP invading the proper muscle layer. A 62-year-old man was referred for evaluation of epigastric pain. Contrast enhanced computed tomography of the abdomen and endoscopic examination revealed a stomach mass. IFP was histologically confirmed by surgical resection, and the patient was discharged without complication. IFP originating in the stomach that invades the muscularis propria is rare compared to that originating in the large or small intestine. The incidence of gastric IFP is relatively low. Invasion of the muscularis propria by IFP depends not only on the location but also the size of the IFP. There have been no published reports on the outcomes of gastric IFP invading the muscularis propria, therefore close follow-up of the present patient is important. 
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INTRODUCTION
Inflammatory fibroid polyp (IFP) is a rare benign tumor and a proliferation disease localized in the submucosal area of the gastrointestinal tract. The clinical presentation of IFP mostly depends on its size and location. IFP usually presents with abdominal pain, weight loss, bleeding, dyspeptic symptoms, and intestinal obstruction or intussusception. Recently, IFP has been diagnosised more frequently with the increasing use of endoscopy. Histologically, gastric IFP is mostly limited to the submucosa, rarely invading the muscle layer. However, we report a case of gastric IFP invading the proper muscle layer, along with a literature review.
CASE REPORT
A 62-year-old man presented with a 3-month history of epigastric pain and dyspepsia. He had no history of medication use, surgery, smoking or alcohol consumption. His physical examination revealed a palpable epigastric mass without tenderness and pale conjunctiva. His nutrition was adequate, and he was in chronic distress, with stable vital signs. On admission, his blood laboratory test results were within the reference ranges, except for a hemoglobin level of 7.5 mg/dL.
Esophagogastroduodenoscopy revealed a 5×5 cm polypoid mass originating from the posterior wall of the mid antrum ( Fig. 1) . The mass had caused partial functional obstruction of the gastric outlet. Although the patient had fasted for an adequate amount of time, a significant amount of food was found in his stomach. EUS revealed that the mass originated from the submucosal area ( Fig. 1 ). An initial biopsy of a tissue sample from the mass was performed under endoscopy. The result indicated necrotic inflammatory exudate with granulation tissue formation and spindle cell proliferation. A CT scan of the stomach revealed the origin of the submucosal mass in the stomach (Fig. 2) . Thus, we initially suspected a gastrointestinal stromal tumor (GIST). Because GIST is the most common tumor originating from the submucosal area of the stomach, it requires a special immunohistochemical stain. Our patient had to undergo surgical resection of the tumor to alleviate his symptoms and confirm the malignant potential. We performed laparoscopic resection of the stomach, and the frozen section of the excised tumor revealed a 5×4×2 cm polypoid mass invading the proper muscle layer (Fig. 3) . Histomorphological examination using immunohistochemical stains revealed proliferation of spindle cells and blood vessels, with infiltration of numerous inflammatory cells (Fig. 3) , suggestive of IFP, which were all negative for CD34 and smooth muscle actin (expressed in the smooth muscle of blood vessels), CD-117 (c-kit), S-100 protein, and DOG-1. According to these findings, GIST was excluded, and IFP was diagnosed.
After surgical resection, the patient's clinical course was good. He had no complications, and was discharged. has also been referred to as a Vanek tumor. 3 The term "inflammatory fibroid polyp" was first used by Helwig and Ranier 4 in 1953. 1, 4 It is composed of blood vessels, fibrotic tissue, and inflammatory infiltration dominated by eosinophils. 2, 5 Immunohistochemical evaluations are often CD34 positive but CD117 negative. 6, 7 The etiology of IFP is unclear, but it is characterized by an inflammatory reaction due to recurrent topical damage of tissue by bacterial, chemical, or metabolic stimulations. 4, [8] [9] [10] [11] It usually occurs alone, in adults, 4 and through- out the gastrointestinal tract. The stomach is the most common site of occurrence. IFP occurs less frequently in the small intestine, large intestine, esophagus, and duodenum.
12,13
The clinical presentation of IFP depends on its size and location. In the stomach, it commonly causes abdominal pain, as well as bleeding and anemia in rare cases. It is currently common to detect most small asymtomatic IFP by endoscopic examination. 9, 10, 14 In contrast, IFP in the small and large intestines are usually large and generate an ileus and bleeding.
14 IFP is primarily develop in the submucosa, with proliferation of spindle-shaped fibroblasts, fibrous connective tissue, capillary and inflammatory cells are characterized by eosinophil infiltration. 1, 4, 8 Mesenchymal spindle cell proliferation sometimes has a perivascular onion-skin-like appearance. It is commonly found in the stomach, with a small tumor size. A large tumor with this feature is rarely observed in the small intestine. 3 The immunohistochemical staining results for IFP were positive for CD34 and negative for smooth muscle actin, CD117, and S-100. Immunohistochemical staining provides the bases for differential diagnosis of other submucosal fibrotic tissue proliferation diseases, GIST, leiomyoma, and schwannomas. 15 Staining results are rarely negative for CD34 (primitive mesenchymal cell originated). We believe that IFP can progress, grow in size, and be negative for CD34 and onion skin-like appearance. 3 The specific reasons for the limitation of gastric IFP to the submucosa and onion-shaped concentric fibrosis around blood vessels remain unknown. In the small intestine, perivascular fibrosis is not visible, while proper muscle invasion is common. 2, 8, 16, 17 Although gastric IFP rarely invades the muscularis propria, we could not find any detailed case reports of gastric IFP invading the muscularis propria. IFP is a be-nign tumor with almost no occurrence of relapse or malignant changes. However, relapse after an endoscopic resection has been reported overseas. 18 In the case of relapse reported overseas, there was no invasion of the muscularis propria. Regarding IFP in the small and large intestines, invasion of the muscularis propria often occurs. Because of the various symptoms, full surgical resection is performed. When IFP occurs with such symptoms in the stomach, surgical resection is also performed. However, the recent development of endoscopic procedural skills has led to frequent endoscopic resections for a small gastric IFP. As in the case, radiology examinations such as CT image and EUS image may show that gastric IFP hasn't invaded the muscularis propria. However, it may have invaded the pathologically muscularis propria. For such cases, reports regarding the prognosis in terms of relapse or malignant alteration are lacking. Thus, endoscopic resection should be performed with extra-caution. So we reported the details of the present case to assist with related cases.
